Background and Objectives: The Savvy Advanced psychoeducation program was designed for previously trained caregivers of persons living with dementia to refine their problem-solving and planning skills and enhance their sense of selfefficacy as dementia progressed for the care recipient. Implementation, feasibility, participant satisfaction, and perceived program benefits were also evaluated. Research Design and Methods: A total of 100 dementia family caregivers participated in the 12-month evaluation of Savvy Advanced. A pragmatic quasi-experimental no control design was used to examine changes in caregiver self-efficacy, competence, personal gain, skill mastery, and symptoms of depression from baseline to 5 and 12 months postintervention. Implementation feasibility, and participant satisfaction and perceived program benefits, were also evaluated. Results: Having previously participated in a psychoeducation intervention, caregivers were quickly engaged and interactive. Caregivers demonstrated significant improvement in competence, personal gain, self-efficacy, and symptoms of depression at 5 months postprogram. Gains were sustained for competence and personal gain at 12 months. Caregivers were highly satisfied with the program and supporting materials. Challenges to implementation included caregiver recruitment and trainer sustainability. Discussion and Implications: Caregivers can benefit from episodic interventions as their situation changes and new challenges arise. Savvy Advanced is one means to address these needs. Evaluation in a randomized trial is required to establish efficacy; examination of alternative modes of delivery for caregivers unable to attend in person is warranted.
them, coordinate community-based services, and, eventually, make end-of-life care decisions. As their dementia progresses, CRs' neuropsychiatric symptoms, behavior problems, and dependency in activities of daily living tend to worsen (Alzheimer's Association, 2017) . Thus, caregiving stressors change and become more complex. Previously, effective strategies may cease to work, and a caregiver's feelings of confidence and competence may diminish and need to be reinvigorated. Likewise, the positive effects of an intervention may need to be refreshed by another intervention designed to take changing caregiving stressors into account. In Maine, graduates of the evidence-based Savvy Caregiver Program (SCP) affirmed this need in their request for additional training (Samia, Hepburn, & Nichols, 2012) . In this article, we report on the development and testing of the response to these requests, Savvy Advanced (SA)-targeted to evolving caregiver needs such as future planning, managing the environment, and assisting with daily activities.
More than 200 caregiver interventions have been tested over the past 30 years (Gitlin, Marx, Stanley, & Hodgson, 2015) . Pinquart and Sorensen (2006) suggest that psychoeducation training has the broadest effect on caregiver outcomes. purport that the most effective interventions share the following characteristics: (a) active caregiver involvement; (b) tailoring to the specific caregiver needs; (c) addressing multiple areas of need; (d) episodic interventions over the course of caregiving; and (e) adjustment of intensity or focus based on priorities.
The Original Savvy Program
The Savvy Caregiver Program (SCP) is a psychoeducation program aimed at improving caregivers' outcomes by strengthening their coping capacity and increasing their state-specific caregiving self-efficacy. The SCP is delivered in six 2-hr weekly classroom sessions to groups of 8 to 12 caregivers in community settings. The sessions are facilitated by a certified Savvy trainer.
The SCP conceptualizes caregivers as "clinicians," and the program is designed to train them for that role. They are exposed to various theoretical models to gain an understanding of dementing illnesses and their effects on CRs. The models serve to frame caregivers' thinking for addressing current and future challenges and to help develop skills for communication, decision-making (Lewis, Hepburn, Corcoran-Perry, Narayan, & Lally, 1999) , behavior guidance (Teri & Logsdon, 2000) , and designing tasks to fit CRs' abilities (Allen, 1988; Hall & Buckwalter, 1987) . See Table 1 for core elements.
Although SCP is brief, just 12 hr in the extended career of a caregiver, caregivers complete the program with enhanced knowledge, skills, confidence, and tools. Like its progenitor program, Partners in Caregiving (Hepburn et al., 2005) , SCP demonstrated, in an RCT employing a wait-list control design, relatively short-term (6 months) significant positive effects on target issues of caregiver burden, depression, and mastery. Within group improvements in the same outcomes remained at 12 months, but between group differences, though in the same direction, were no longer statistically significant as at 6 months (Hepburn et al., 2005) .
The SCP has been successfully implemented in many states, reaching diverse populations (Long, Gould, Hughes, O'Keefe, & Wiener, 2014) . In Maine, the program has been offered since 2009 and evaluated under two Alzheimer's Disease Supportive Services Program (ADSSP) grants. Caregivers' positive outcomes reflected results of earlier studies (Samia, Aboueissa, Halloran, & Hepburn, 2014) . The SCP has been sustained within Agency on Aging's Family Caregiver Support Programs, in collaboration with clinical and community partners.
Maine's second ADSSP project (2010) sought to develop and refine a replicable program (including trainer and participant manuals, and a train-the-trainer program) to respond to the advancing needs of SCP caregiver graduates. The need for a refresher program was identified by graduates in the original Maine SCP evaluation. A thematic analysis of open-ended questions asked in the original SCP 5-month follow-up (n = 168) revealed that, while these caregivers relied on strategies learned in the program and had a set of practical skills effective for their respective situations, they desired a program that would build on the original and help them respond to current and anticipated needs. Graduates reported new challenges of increasing ADL dependency, more difficult behaviors, tough future decisions requiring crucial conversations with family members, and greater barriers to self-care (Samia et al., 2012) . The concept of a refresher is supported by , who noted that support and retraining are needed over time, given the trajectory of the disease, new challenges, and role changes.
Theoretical Framework
Savvy Advanced, a psychoeducation program delivered in four 2-hr weekly sessions, is grounded in stress theory (Lazarus & Folkman, 1984; Pearlin, Mullan, Semple, & Skaff, 1990) and Montgomery and Kosloski's (2013) caregiver and identity change theory. Stress theory, also integral to the original SCP (Hepburn et al., 2005; Ostwald, Hepburn, Caron, Burns, & Mantell, 1999) , purports that stress experienced by caregivers results from a mix of circumstances that changes over time (Pearlin et al., 1990) . Caregiver identity and change theory complements stress theory in emphasizing the identity change caregivers experience as they add a new role to an existing relationship, for example, wife plus caregiver. This theory also offers explanation for the transitions that occur in the role as the demands of caregiving change, for example, from task-prompting and cueing to direct provision of personal care, and ultimately, transitioning out of the caregiver role The Gerontologist, 2018, Vol. 00, No. 00 upon the CR's death (Montgomery & Kosloski, 2009; Montgomery & Kosloski, 2013) . Consistent with these theories, interventions are aimed at strengthening caregivers' problem-, rather than emotion-, focused coping responses by improving their understanding of the stress situation itself (primary appraisal) and their confidence or self-efficacy for managing the stress situation (secondary appraisal). Meeting caregivers "where they are" with priorities of the situation, or in anticipation of evolving circumstances and challenges, can alter the outcomes. Within this framework, mastery or self-efficacy is seen as a state, rather than trait, variable. The natural progression of dementia continues to change the stress situation: new behavioral difficulties emerge; the CR's overall condition presents caregivers with new decisions; care needs exceed available care capacity. To cope effectively with new threats, caregivers must recalibrate their appraisals of the nature of their situation and of their capacity to succeed. While participation in an earlier program may have provided a foundation for approaching new appraisal tasks, another program, such as SA, can benefit caregivers by providing information pertinent to these new threats and engaging them in interactive learning exercises that enable them to strengthen their own evaluative capacities and adjust or develop new caregiving strategies to address the CR's changed condition.
Program Development
The SA program development engaged 26 SCP graduates in one of five focus groups across the state in helping to refine the 4-week curriculum in early 2011 (Samia et al., 2012) . The advanced curriculum and training materials were finalized with input from SCP trainers, and the program was delivered by two expert trainers in summer 2011. They observed each other and the participants, and took notes about the flow, timing, reception by participants, and effectiveness of the materials. Detailed participant feedback was gathered after each session. Trainers suggested changes in the timing and general organization of some sections. The final SA Program is presented in Table 2 .
All SA facilitators were trained in September 2011 and delivered at least one SA between October 2011 and February 2012. Caregivers evaluated the content relevance of each session and the utility of the strategies presented Re-evaluation of individualized self-care strategies and how to re-establish them or adjust for changing situation Caregiver Mastery
Control caregivers perceive they have over their situation; developed through home assignments and weekly practice exercises for caregivers to apply to their specific situation with 20-30 min of group debriefing
Note: SCP = Savvy Caregiver Program.
and were asked to comment and recommend changes. Overall, the program was well-received although more time for problem-solving was requested. Feedback suggested less emphasis on SCP review in session one. Themes included needing to strike a balance between delivering content and allowing processing of problem-solving to make the caregiver learning experience meaningful. Trainer and participant manuals were created with input from trainers and SA graduates. The trainer manual was developed to help guide facilitators' consistent delivery of the program and structured to follow the sequence of topics as delivered in the program (O'Sullivan, . The participant manual is organized according to themes taught across the program, rather than according to sessions. Thus, there are sections entitled "Understanding and Guiding Behavior," "Guiding an Activity," "Your Caregiving Team," and "Caring for Yourself Through the Challenges of Caregiving" ). An appendix offers additional Internet resources on a variety of issues, such as communication, pain, and end-of-life care.
The Intervention: An Advanced Caregiver Training
Framed as a clinical training program that takes a psychoeducation approach, SA builds on caregivers' previous learning from SCP, placing greater emphasis on advanced assessment skills, problem-solving, future planning, preparing for challenges ahead, and enhanced self-care. As in SCP, caregivers are exposed to multiple caregiving models and strategies with the expectation that they will gravitate to those that best fit their situation and needs.
Caregivers in SA are reminded of basic knowledge and skill components of SCP (e.g., the progressive impact of dementia on CRs and the need to assess the situation before acting), and are taught a number of conceptual frameworks for analyzing behavior, designing tasks and activities suitable for the CRs' abilities, and scanning their own formal and informal support resources. Emphasis is placed on using a systematic problem solving approach based on the nursing process model (Yura & Walsh, 1983) . Using this model caregivers assess the situation, plan an appropriate action, implement the change, and evaluate the outcome. Participants also examine the role that managing the environment can play in behavior guidance, and consider the Need-Driven Dementia-Compromised Behavior model (Algase et al., 1996) to better understand fixed versus controllable factors that influence behavior in advanced dementia. The overall training goal of SA is that caregivers gain an enhanced sense of control over the situation (Pearlin & Schooler, 1978) and an improved sense of selfefficacy for caregiving. It seeks to enhance caregivers' demonstrated ability to internalize material in a manner that enables them to be, and feel, more effective in caregiving. SA expects caregivers to engage in home assignments and weekly practice exercises that encourage them to apply program strategies to their situation. Beginning in the second week, at least 20-30 min of group time is spent processing caregiver reports on their efforts. Using a problem-solving framework, feedback and ideas are shared by both the trainer and other participants, creating a dual role of both learners and teachers for all involved. Trainers are expected to be adept at applying the program models to group members' reported challenges, so they have to "think on their feet" to apply the models as situations arise.
Research Design and Methods
Following University of Southern Maine Institutional Review Board approval, SA was evaluated to assess its preliminary efficacy using a pragmatic no control quasiexperimental research design, one less robust than a RCT, chosen for practical reasons. The principal project aim was to evaluate SA in a real-world setting. No resources within the award enabled the recruitment of or data gathering from caregivers randomly assigned to a control condition. Caregivers were recruited among graduates of the original Maine SCP who had completed at least four of the six SCP sessions. Additionally, graduates had to be still caring for the CR and living in the community. Area Agencies initially recruited with a direct mailing to SCP graduates and then via phone and email.
A total of 187 SCP graduates participated in the SA; of these, 163 (87%) agreed to participate in the program evaluation. Of the 163, 107 were able to take part in the full 12-month evaluation of the program, and, of these, 100 met the completion criterion of participating in a minimum of three SA sessions. These 100 participants comprise the sample for this analysis. See Figure 1 for sample details.
These 100 SA participants were predominately white (99%), female (81%), and primary caregivers (82%). Spouses/partners, and adult children, were equally represented among participants at 45.4% and 41.2%, respectively. Caregivers were highly educated: 76% had at least some college education. Most lived with the CR (68%), and 64% had been caregiving for 3 or more years; 52% described their health as very good or excellent. On average, participants for whom data are available (n = 90) completed the SCP 12.28 months prior to starting SA and attended 5.62 (of a possible 6) SCP sessions.
Recruitment was challenging since, by the time a SA class was available, some CRs had been placed in a care facility or were deceased. For those still living in the community, greater supervision needs (given disease progression) meant CRs needed a higher level of support while caregivers attended class. Agencies also had to delay scheduling until there was a large enough cohort to run a training. Caregivers were expected to have completed the SCP 5 months prior to the start of SA; however, nine of the evaluation participants had a shorter gap with an average of 2 months between programs. These participants were included in the sample given the challenges with recruitment and uncertainty of when a future program would be offered in the area.
Outcome measures were collected at baseline and at 5 and 12 months postprogram. These included eight instruments with well-established validity and reliability described in Table 3 . All 100 caregivers completed the baseline survey; 75 completed the 5-month (75%), and 59 completed the 12-month postsurveys (59%). Nonrespondents at these times received one postcard reminder 2 weeks after the survey packet was mailed.
Participants were also asked the following open-ended question at 5 and 12 months: What changes have you made as a result of SA? This question gave caregivers the opportunity to provide examples of how they altered their attitude or approach in their situation. Thematic analysis was used to identify key themes conveyed by caregivers. The themes were extracted from the comments by three authors (L.S., A.O., and K.F.) who individually assigned codes to the material and then met to build consensus on final themes. Coders were familiar with the program's theoretical framework.
At the end of the fourth session, participants were asked to complete a workshop evaluation asking them to rate their knowledge, skill, and confidence acquisition from strongly agree to strongly disagree in the areas of guiding the CRs' behavior, accessing resources, solving problems, and planning for future changes. The evaluation also included questions pertaining to the trainers' effectiveness, program materials, program relevance to their situation, and intent to recommend to others. A descriptive analysis was conducted.
Maintaining Program Fidelity
It was essential that trainers maintain fidelity to the curriculum and the program's core elements (see Table 1 ). Care was taken to ensure trainers received standardized training, understood the curriculum, and had the knowledge and support needed to maintain fidelity.
All SA trainers were certified SCP trainers. Systems used to monitor SA fidelity were comparable to those used for SCP (Samia et al., 2014) . Efforts to ensure fidelity began prior to implementation of SA. Experienced SCP trainers participated in a full day of SA training. Monthly consultation meetings occurred for trainers by conference call throughout the project. Trainers completed fidelity checklists for each session they taught, and each series included participant evaluations to determine fidelity in delivery of the material. Fidelity checklists and evaluations were reviewed by Agency on Aging program coordinators and the Principal Investigator; any concerns about individual trainers or trends were addressed within two to three weeks of a completed class. Identified improvement opportunities were shared with all trainers to build a sense of fidelity being a team effort requiring ongoing diligence. All trainers were invited to problem solve situations they experienced as barriers to fidelity. This multifaceted and continuous monitoring was conducted with the goal of correction and improvement (Sherman & Steiner, 2016) .
Results

Caregiver Outcomes
Caregivers who completed three or more SA sessions and sent a 12-month evaluation survey (n = 100) were included in the outcome evaluation. A two-sample t-test The Gerontologist, 2018, Vol. 00, No. 00 analysis was conducted to examine differences in baseline scores between T 2 responders (n = 75) and nonresponders (n = 25), as well as for T 3 (59 responders/41 nonresponders). No significant differences were noted on key outcome baseline measures between responders and non-responders at T 2 or T 3 . A within group paired t test comparing mean T 1 scores with mean T 2 and T 3 was conducted to evaluate program effectiveness. Caregivers demonstrated significant improvement between baseline and T 2 (p < .05) for competence, personal gain, self-efficacy, and reduced symptoms of depression. The change was sustained when measured at T 3 (p < .05) for competence and personal gain (see Table 4 ).
Caregivers' Own Words
T 2 and T 3 responses to the question: "What change have you made as a result of SA training?" were analyzed. Fiftyeight caregivers responded to this question at T 2 (58%) and 44 responded at T 3 (44%). Of the 102 responses to this question, only 15 (15 %) were from male caregivers. Thus, the thematic analysis is more reflective of changes made by wives, daughters, and daughters-in-law.
Several themes emerged that reflected core program elements. A predominant theme, one reflecting caregiving self-efficacy, focused on caregivers' ability to take control and act in the areas of future planning, work with the care team, and refocus on self-care. Caregivers also described being proactively adaptive rather than reactive in guiding CRs' behaviors and establishing comfort.
For 1-4 scale with 1 = not at all to 4 = very much (Cronbach's α = 0.76) Caregiver Mastery Scale (Pearlin & Schooler, 1978) 1-4 scale with 1 = strongly agree to 4 = strongly disagree (Cronbach's α = 0.79) Depression Scale (CES-D) (Radloff, 1977) 0-3 scale with 0 = rarely or none of the time (less than 1 day/week) to 3 = most or all of the time (5-7 times/week) (Cronbach's α = 0.92) Affect (Mood) Balance Scale (Bradburn, 1989) Behavior Frequency: 0-4 scale with 0 = never occurred to 9 = daily to more often (Cronbach's α = 0.84); Reaction: 0-4 scale with 0 = bothered not at all to 4 = extremely bothered (Cronbach's α = 0.90) Revised Caregiver SelfEfficacy Scale (Steffen, McKibbin, Zeiss, GallagherThompson, & Bandura, 2002) 
End-of-Program Evaluation
Workshop evaluations were completed by participants after session four. Almost all respondents (96%) agreed or strongly agreed that they felt more knowledgeable, skillful, and confident upon completion of the training and that the trainers and materials were effective. There was near universal support to recommend the program to others (99%).
Fidelity Results
There were early isolated breaches in program fidelity, typically identified during trainer team discussions. Some trainers shared that they could not cover all of the material in 4 weeks. Further analysis identified the barriers as adding content beyond core elements or allowing too much time for "support" at the expense of focused training and problem-solving. Retooling how trainers approached class time allowed more focus on the importance of the "try it at home" practice between sessions. Trainers were encouraged to develop their own training notes, rather than read from the curriculum, to "make sense" of the program and establish a comfort level with the flow. Based on ongoing review of trainer checklists, participant evaluations, and reassessment of strategies discussed during team meetings, these meetings resulted in effective corrective measures. All participants (100%) strongly agreed or agreed that trainers followed the program content.
Discussion and Implications
This study evaluated the feasibility and preliminary efficacy of an advanced training program for dementia family caregivers. Caregivers demonstrated significant improvements in self-efficacy, competence, personal gain, and reduced symptoms of depression 5 months postbaseline; significant improvements in personal gain and competence were sustained at 12 months. The program's content and learning activities appeared well suited to the learning needs of caregivers who had experience with a psychoeducation intervention. Caregivers' active participation, their own self-reports, and their responses to others' self-reports were important components of the learning environment. They were "Savvy" in their application of learned strategies and open to managing and guiding more challenging behaviors and situations. They readily shared lessons learned with group members and were eager to problem-solve their most pressing current and anticipated challenges. The results are promising for a new program delivered shortly after its development by trainers who were themselves learning to teach it.
Because the caregiving situation changes over the trajectory of dementia, episodic interventions or refreshers are necessary to address evolving needs . Savvy Advanced is such an intervention. Learning activities can be adapted to fit the priorities of participants, they can try out a variety of problem-solving strategies, and ultimately deploy those that work best for their situation. The focus of the curriculum on future planning, readiness to address anticipated challenges, and using existing competencies enabled caregivers to look ahead.
Of note, SA baseline scores were higher for all measures than those scores seen at baseline for the SCP and appropriately lower for caregiver reaction to behavior, in spite of an increased frequency of challenging behaviors reported Note: *p < .05. (Samia et al., 2014) . This suggests that the SCP program effect may still be present. Additionally, even though there was not significant improvement in some measures between baseline, 5 and 12 months, it appears positive that caregiver response was maintained during a period when the dementia was progressing. The results of the thematic analysis of caregiver comments attests to their state of improved self-efficacy and control of the situation. Responses overwhelmingly reflect a sense of confidence to make decisions, take action, involve others, and attend to self. Limitations can be noted. The sample was predominantly White, non-Hispanic and drawn from a convenience sample in one northeast state, and participants were more highly educated than a majority of dementia caregivers (Alzheimer's Association, 2017). As a result, caution should be taken in generalizing the findings. The sample also included four participants from the formative focus groups who may have been biased in their evaluation of the program given their investment in its creation. Since they represent only 4% of those included in the outcome evaluation the effect would be small. For nine participants, fewer than 5 months had elapsed between the end of SCP and the start of SA. These caregivers had less time to apply their SCP skills and gain competence and competence prior to building on previous learning.
In seeking to examine some effects of the original SCP (such as time lapse and sessions completed), we learned data were not available for 10 SA participants who did not participate in the SCP evaluation. Thus, we cannot be certain that these participants completed four or more SCP sessions, at least 5 months prior to starting SA. Additionally, we excluded caregivers who did not reach their 12-month evaluation point and, although in the aggregate there was no significant difference in baseline key outcome measures between these groups, we did detect a difference in primary and secondary caregivers' baseline competence scores between those who responded at T 2 and those who did not. Primary caregivers typically assume primary responsibility for the CR, and secondary caregivers provide ancillary support. Primary caregiver T 2 nonresponders reported a higher level of baseline competence than responders, and T 2 secondary caregiver nonresponders reported a lower level of baseline competence. It is possible that secondary caregivers who began with low competence scores found the SA more advanced than what they were prepared for, and the higher starting point of competency for primary caregiver nonrespondents may have influenced their derived benefit from the program. There was no significant difference found in the number of SCP or SA sessions attended between these two caregiver groups, thus they were exposed to an equivalent dose of both programs. It is recommended that future studies explore more closely the effects of this program on specific groups of caregivers, such as primary and secondary, or spouse/partners and adult children.
The decision to employ a no control design, while an acknowledged threat to the study's internal validity, was taken within the "real world" context of the program. The pragmatic reason for this choice was that the evaluation was conducted within an implementation, not a research, project and it was done with only limited resources; there was no project support for recruiting or gathering data from a control group. That data were collected by mail rather than by paid staff who could reach out repeatedly by telephone illustrates the paucity of resources available to conduct the study. Mounting the retention efforts necessary to maintain the involvement of a control group was beyond the capacity of the program. Nevertheless, lack of a control comparison group is a limitation.
As successful as SA was, it was not without challenges, especially in recruiting caregivers and maintaining a cadre of trainers. Sustainability in rural areas will require creative delivery mechanisms. There were many caregivers interested in the program who could not leave their CR alone for the 2-hr training, plus travel time. Timing was also an issue in the more rural parts of the state. While a caregiver might have been ready to participate in SA, there were too few to offer a group. This speaks to the need for more flexible and accessible offerings of advanced content using technology to connect with caregivers from multiple regions at their convenience. Early findings suggest that the original SCP can be delivered effectively via the Internet in a variety of settings (Griffiths, Whitney, Kovaleva, & Hepburn, 2016) . This model could be replicated for SA.
Reliance on technology could also address the trainer challenge. Staff turnover left some regions of the state without SA resources. Using a core group of trainers to link to more remote areas via technology would improve access and enhance fidelity.
It should not be assumed that all Savvy trainers can progress to the SA program. The flexibility and responsiveness built into SA has implications for trainers. They must maintain a fine balance, adhering to the core program elements but flexibly applying problem-solving strategies to the most pressing needs of group members. The SA trainers must demonstrate competency and achieve certification with SCP and have training and debriefing opportunities when progressing to SA.
Implications for Practice and Research
A stage-based program for dementia family caregivers, where content is congruent with the caregiver's lived experience and needs, makes sense given the changing nature of the disease, situation, and role. This suggests a benefit for having programs available for caregivers in various stages of their role and the disease trajectory. The original SCP and SA are two such programs that can be delivered in multiple settings, by certified trainers. The programs have similar theoretical underpinnings and delivery methods enabling agencies to adopt SA within the existing infrastructure used for the SCP. Previously trained caregivers can draw upon knowledge and skills while refining and learning new strategies. They enter SA having already been socialized to the process and can quickly assimilate new content. There is future opportunity to develop and test a "pre-savvy" program for persons in the early stage of caregiving or the disease trajectory. This might be a brief program to educate caregivers about typical and atypical cognitive changes, dementia, and basic strategies.
Research is needed to test the efficacy of SA with more diverse caregivers. As suggested by , it may be that further testing does not need to be accomplished with RCTs. Scaling the program up in other regions of the country by seeking involvement from diverse trained caregivers to review and refine the curriculum to meet local needs may result in greater reach, adoption, and impact . This approach should be considered given that the SA psychoeducation platform was replicated from the original evidenced-based SCP. The SA curriculum was based on theory and involved key stakeholders including caregivers and trainers with previous SCP experience (Samia et al., 2012) . A similar model could be used to adapt the curriculum for diverse caregiver needs.
Research is needed to test a technology-augmented version of SA. The program could be adapted in a fashion similar to SCP adaptation into Tele-Savvy (Griffiths et al., 2016) for caregivers comfortable with technology. Having an Internet-based staged program available to caregivers would make it accessible and allow them to access the phase most relevant to their situation.
Conclusion
Savvy Advanced is an evidence-informed program that offers caregivers, previously socialized to be active participants in the learning process, an opportunity to refine their skills, apply new strategies to their changing situation, and plan more purposefully for future decisions. Findings suggest that the program had a positive effect on increasing caregiver competence and self-efficacy, while also reducing caregiver distress. This is promising given that the caregiver role is not static. SCP graduates actively participated in the design and pilot evaluation of the SA, adding credibility to a curriculum intended for knowledgeable and experienced caregivers.
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